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associated with baseline referral to a physiotherapist or orthopedic
surgeon, or for X-ray of the knee were determined.
Results: Of the 549 patients included in the study, 480 (87.4%)
were available for follow-up. The study population consisted of
236 (49.2%) women, mean age 53.6 (sd 11.3) years, and mean
BMI 27.1 (sd 4.2). At baseline, 193 (35.2%) patients were advised
by the GP to avoid heavy loading of the knee, and 150 (27.3%)
received a prescription for pain medication. Of all patients, 311
(56.6%) received a referral to either a physiotherapist or orthope-
dic surgeon, or for X-ray of the knee. During 1-year follow-up, 182
(37.9%) patients revisited the GP, 180 (37.5%) visited a physio-
therapist, and 114 (23.8%) an orthopedic surgeon.
Patient characteristics associated with referral to a physiotherapist
were female gender, younger age, and crepitus of active extension
of the knee. Associated with a referral to an orthopedic surgeon
were no paid employment, feeling of giving way, and pain on
passive ﬂexion of the knee. Referral for X-ray of the knee was
associated with female gender, older age, and a bony swelling of
the joint.
Conclusions: Medical treatment at baseline partly corresponds
with recommendations given in the Guideline of the Dutch Col-
lege of General Practitioners for nontraumatic knee complaints in
adults. In this study group, medical consumption is relatively high
during 1-year follow-up.
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Purpose:Osteoarthritis (OA) is the most common diagnosis made
in older patients with knee or hip pain in primary care. The
prevalence of many other disabling conditions rises with age,
and some chronic conditions can be found together with OA. An
important question is to whether comorbidity and the presence
of speciﬁc diseases impair the clinical status of patients with
early OA. CHECK (Cohort Hip and Cohort Knee) is a prospective
multicentre 10- year follow-up study on the onset and progression
of OA in participants with early complaints of hip or knee.
Objective: To describe the relationship between comorbidity (num-
ber and presence of speciﬁc diseases) and the clinical status of
participants with early osteoarthritis.
Methods: In the Netherlands a prospective 10-year follow-up study
was initiated by the Dutch Arthritis Association on participants
with early OA related complaints of hip and/or knee: CHECK.
Inclusion criteria were pain and/or stiffness of knee and/or hip,
age 45- 65 years, and had never or not longer than 6 months
ago visited the general practitioner for these symptoms for the ﬁrst
time. The WOMAC was utilized to measure pain, stiffness, and
limitations in activities. Physical functioning and mental functioning
were measured by SF-36, a generic measure of self-reported
health related quality of life (HRQL). The presence of chronic
disease was assessed with a standard consensus based list (self-
reported health module of Statistics Netherlands), which consists
of 24 diseases and disorders. Statistical analyses included linear
regression analyses with ‘pain’ scale and ‘physical functioning’
scale of the WOMAC and SF-36 as dependent and ’comorbidity’
as covariate.
Results: In CHECK 1002 participants were included, a mean
age of 56 years, mean BMI of 26 kg/m2 and 79% are female.
76% of participants with knee symptoms fulﬁlled the clinical ACR
criteria for classiﬁcation of OA and 24% participants with early
hip OA fulﬁlled the clinical classiﬁcation criteria of hip OA. Over
64% of the included participants had comorbidity: musculoskeletal
disorders of neck, shoulder, wrist and back (47%), hypertension
(20%) and chronic respiratory diseases (18%) being most preva-
lent. After controlling for age, gender, severity of OA and BMI,
there was a signiﬁcant association with, the number of comor-
bidities and (1) pain and (2) function subscale of WOMAC and
(3) physical component summary scale of SF-36. This indicates
that subjects with more comorbidities have more pain (beta 0,5;
p≥0,00), limitation in activities (beta 2,2 ; p≥0,00) and a worse
health related quality of life (beta -2,2 ; p≥0,00). After controlling
for age, sex, BMI, severity of OA and comorbidity count, there was
no association with respiratory diseases and the clinical status of
the participants. On the contrary, participants with an additional
disorder of the musculoskeletal system had more pain (beta= 0,8)
more problems with physical functions (beta= 2,9) and a worse
HRQL (beta = -2,9 ;all p≥0,00). Participants with hypertension had
less pain (beta= -0,6; p=0,05) and a better score on the physical
component scale of the HRQL (beta= 2,5; p=0,001).
Conclusions: Even in participants with complaints of early OA, the
clinical status was worse when the participants also suffered from
another morbidity. The presence of speciﬁc disease, like additional
musculoskeletal disorder, also increases the pain, problems in
physical function and decreases the HRQL.
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Purpose: To describe outcomes in terms of pain and functional
limitation at 3 year follow-up in a population of community dwelling
adults aged 50 years and over with hand problems and a sub-
group with clinical hand OA.
Methods: Consenting participants aged 50 years and over re-
porting hand problems in the previous 12 months in a survey
questionnaire were invited for a clinical assessment in the North
Staffordshire Osteoarthritis Project - Clinical Assessment Study of
the Hand (CAS-HA). A standardised assessment of hand symp-
toms (eg pain), clinical features (eg nodes) and speciﬁc clinical
tests (eg Phalens) was undertaken. Good interobserver reliability
was established prior to the start of the study. Symptoms and
features were used to classify participants with clinical hand OA
(ACR clinical criteria). Self-reported hand pain, functional limitation
and stiffness were measured using the AUStralian/CANadian Os-
teoarthritis Hand Index (AUSCAN) subscales Pain (0-20), Stiffness
(0-4) and Functional limitation (0-36). Participants with inﬂamma-
tory arthritis were excluded. At 3 years, a follow up survey was
mailed to eligible participants which included all three sub-scales
of the AUSCAN and a global assessment of change captured by a
health transition question. Changes in AUSCAN scores (baseline -
3 years, where a negative score indicates deterioration) and global
change were described for the total sample and for participants
classiﬁed with hand OA.
Results: 623 community dwelling adults aged 50 years and over
with hand pain and hand problems attended for the research
assessment (mean age 64yrs; 62% Female). Of these 27 were
excluded with inﬂammatory arthritis and 179 had hand OA. At
3 years 93 % completed the follow-up questionnaire. The overall
mean (SD) change in AUSCAN scores in the total sample was -0.6
(3.8) for Pain, 0.0 (0.9) for Stiffness and -1.4 (5.4) for Functional
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limitation and 17% reported improvement on the transition question
at 3 years. Changes in AUSCAN scores in the hand OA group
were 0.0 (3.8) for Pain, 0.1 (1.0) for Stiffness and -0.6 (6.1)
for Functional limitation with 14% reporting improvement on the
transition question at 3 years. Baseline and 3-year AUSCAN
scores were consistently higher in the hand OA group compared
with the no OA group.
Conclusions: Hand OA is thought to have a good prognosis. This
study shows high levels of disabling pain at baseline, which do not
improve over three years. Only a minority of participants with hand
OA report improvement in the medium term. Longer-term follow
up can help to determine the burden of hand OA and to assess
the impact of this on pain and functional limitation.
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Purpose: Patients with osteoarthritis (OA), due to age, walking
functional impairment and/or a high prevalence of obesity may
have a higher risk of lower limb venous insufﬁciency. However, the
prevalence of this condition has been rarely adressed
Objectives: To evaluate the frequency of lower limb venous insuf-
ﬁciency in patients with symptomatic OA of knee, hip or hands in
patients seen in a rheumatology consultation in a primary health
setting.
Methods: Consecutive patients aged >50 y referred during a
6-month period to a rheumatology practice in a primary health
setting because of OA of the knee, hip or hands. Diagnostic of
lower limb venous insufﬁciency was obtained for each patient
from the computerized data base (e-cap system) used by their
family physicians. Patients with soft tissue disorders (e.g. shoulder
tendinitis, plantar fasciitis, etc) adjusted for age were used as
control group.
Results: 290 patients were included, 160 with OA and 130 with
soft tissue disease, mean age 64.4±9.5 y, F/M 222/68 (77/23%).
No differences were found between both groups regarding age
or gender. The frequency of lower limb venous insufﬁciency was
signiﬁcantly higher in the OA group (12.5% vs 4.6% in the control
group, p< 0.05); this difference was at the expense of patients
with knee osteoarthritis (n= 97), which showed a prevalence of
13.4% (p< 0.05 vs. control group), whereas patients with hand
or hip OA did not show signiﬁcant differences compared to the
control group. Obesity was present in 38.5% in patients with knee
OA and osteoarthritis and 16.7% of patients with knee OA and
obesity had also a diagnosis of venous insufﬁciency.
Conclusions: These data suggest that lower limb venous insufﬁ-
ciency is more prevalent in patients with knee OA. This fact could
be related to reduced mobility and other factors such as obesity.
Encouraging exercise and mobilization in patients with lower limb
OA could also prevent and help in the management of venous
insufﬁciency in this population.
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Purpose: African Americans with osteoarthritis (OA) report greater
pain severity than Caucasians. One potential explanatory factor
is exposure to occupational tasks that involve substantial joint
loading, since African Americans are more likely than Whites
to have physically demanding occupations. The purpose of these
analyses was to examine whether racial differences in pain, among
people with knee OA, persisted when controlling for occupational
task exposures.
Methods: This cross-sectional analysis included participants en-
rolled in the Johnston County Osteoarthritis Project from 1999-
2004 who had radiographic knee OA (KL ≥2) and had worked
outside the home for >1 year. Pain severity was assessed with
the Western Ontario and McMaster Universities Osteoarthritis In-
dex (WOMAC) pain subscale. Participants reported the frequency
of completing nine different occupational tasks involving lower ex-
tremity joint loading (walking, lifting/carrying/moving objects weigh-
ing more than 10 pounds, standing, bending/twisting/reaching,
squatting, climbing stairs, crawling on knees, crouching or kneel-
ing, and doing heavy work while standing) at their longest job
(which had a mean duration of 23 years, SD=11) and their cur-
rent job (if currently working). The total number of occupational
tasks performed “often” or “always” were counted for the longest
and current jobs, separately. Analyses of the longest job included
N=322 African Americans and N=524 Caucasians; analyses of
the current job included N=166 African Americans and N=160
Caucasians. Unadjusted linear regression models examined the
association of race with pain. Multiple linear regression models
examined the association of race with pain when controlling for
the number of occupational tasks reported.
Results: Among participants who worked outside the home for
>1 year, African American race was associated with signiﬁcantly
worse WOMAC pain scores in the unadjusted regression model
(B=0.136, p<0.001). This estimate was slightly attenuated, but
still statistically signiﬁcant, when adjusting for the number of oc-
cupational tasks reported for the longest job (B=0.129, p<0.001).
Among participants who were currently working, African Ameri-
can race was associated with signiﬁcantly worse WOMAC pain
scores (B=0.163, p=0.008), but this association was no longer
statistically signiﬁcant when controlling for the number of current
occupational tasks reported (B=0.120, p=0.065). In the adjusted
models, both the number of occupational tasks at the longest job
(B=0.093, p=0.011) and the current job (B=0.157, p=0.016) were
signiﬁcantly associated with WOMAC pain scores.
Conclusions: Among people with radiographic knee OA, the num-
ber of physically demanding occupational tasks performed at the
longest job did not account for racial differences in current pain
severity. Longitudinal analyses will be required to validate these
ﬁndings. However, the number of current physically demanding
occupational tasks did account for the signiﬁcant association be-
tween race and pain. Our study results suggest people with OA
who have physically demanding jobs may be at risk for poorer
clinical outcomes; better job accommodations and other effec-
tive interventions (i.e., exercise, self-management) may help to
improve outcomes in this vulnerable group.
